The case study reports on a 22-year old female pre-service student teacher pseudo-named P who dropped out of her training program at one of the universities in Brunei due to psychological problems. All the three universities in Brunei with both local and foreign students train teachers. For ethical reasons and information protection laws, the nationality, ethnicity and other identifying information of the student together with the institutional affiliation of the researcher are withheld throughout this study. An informal interview and the MMPI-2 evaluation confirmed that P had many severe mental-health problems that required a wide range of therapeutic interventions to address. Overall, the study illustrated how gender, interpersonal relationships, and culture interacted to cause distress for P. In addition the results demonstrated the plight of a tertiary student with mental-health problems in a developing country who seemed to be accorded low priority in comparison to peers with other severe disabilities. Moreover, the study also highlighted the importance of psychological assessment in educational counseling and the lack of adequate psychotherapy resources for students with high support-needs in mental-health. Appropriate intervention measures are recommended to reduce the wastage rate among vulnerable students with challenging behaviors in Brunei.
Introduction
In developed countries, research indicates that there is now an increase in the enrolment of students with severe disabilities in institutions of higher learning due to the sensitization and awareness campaign carried out the last two decades by various forces such as the inclusive education movement and changes to educational policies and legislation (Shute, 2007) . Ironically, research also indicates that there is now an increase in mental health problems such as depression among college and university students including all categories of trainee teachers (Benton et al., 2003; Shute, 2007) . Previous research on students' mental health problems has focused mainly on depression (Gavin, 2004; Bouteyre et al., 2007) ; anxiety (Head & Lindsey, 1983; Eller et al., 2006) ; and stress (McKean & Misra, 2000; Burnard et al., 2007a; . The amount and frequency of anxiety and stress were higher than those for depression (Vaidya & Mulgaonkar, 2007) . In addition depression, anxiety and stress were more prevalent in female students than males (McKean & Misra, 2000; Eller et al., 2006; Dyrbye et al., 2006) . Also, more freshmen were afflicted by these three disorders than sophomores (Capeding, 2002; Pabiton, 2007; Bouteyre et al., 2007) . Depression, anxiety and stress appear to be linked to each other but the connections have only been determined by correlation and not experimentally (Andrews & Wilding, 2004; Edward, 2006) . In view of this, it is difficult to establish with certainty if (and how) they cause each other. One possible reason why depression, anxiety and stress and other mental health problems might co-exist may be due to the fact that they share a few common symptoms, causes, and effects (e.g. faulty cognitions or having cognitive distortions). Apart from depression, anxiety, and stress, there are many other mental health problems such as psychoticism and schizophrenia that affect tertiary students. In developing countries these student mental health problems are caused by a host of lifelong factors such as pressure of academic work, poverty, diseases, natural disasters, environmental hazards, war, and unrealistic expectations from parents and teachers (Ovunga et al., 2006) . In their recent study, Yates et al. (2008) found that some mental-health problems occur before students enter a college or university. Literature is also abundant on many other mental-health problems (Jenkins et al., 1990; Taylor, 1990; Amchin, 1991; APA, 2000; & WHO, 2007) . In institutions of learning, the mental-health problems are often neglected until the student becomes a danger to the self or others. At that point, the student's undesirable mental-health behaviors begin to indirectly manifest themselves in a number of ways such as the small but steadily growing attrition rates and bizarre dysfunctional behaviors like suicide, stalking, gun-shooting, assaulting professors, rape, arson, and gang-behavior. These problems are usually identified with certainty when concerned students are comprehensively assessed using diagnostic observations, clinical interviews, the mental status examination, and psychometric tests. In Brunei Darussalam, the scant research conducted on students' mental-health problems is mainly on stress (Burnard et al., 2007a; . Much effort and resources in most developing countries, like Brunei, are directed towards helping students with traditional types of disabilities through policies such as inclusive education, special education, and curriculum reforms. Despite these efforts, students in developing countries still largely depend on various alternative sources of help such as parents, friends, and religion to solve their personal problems (Pabiton, 2004; . However, there are signs that the situation is changing slowly in Brunei Darussalam with the increased recognition of psychology, psychiatry, counseling and social work as important mental-health professions. These professions have potential to make meaningful contributions to improving the quality of life for Brunei people.
Attitudes to severely disabled learners
In Brunei, the attitudes of educators towards students with mental health problems in institutions of higher leaning are not yet known due to lack of research. In addition, the number of students with severe challenging behaviors (e.g. behavioral disorders, BD or emotional and behavioral disorders, EBD) and mental-health problems in Brunei tertiary institutions is still small because of the small population and rigorous selection procedures. According to Zarean et al., (2008) emotional disturbance contributes to the onset and persistence of schizophrenia, organic mental disorders, psychosomatic disorders, and personality disorders. Due mainly to the social stigma attached to negative labels pertaining to psychiatric conditions, the few students admitted into Brunei tertiary institutions with BD, EBD or mental-health problems tend to mask their behaviors and are thus invisible. There is also stigma associated with seeking professional psychiatric help (Shute, 2007) . In view of these and other reasons, research on students with mental-health problems is still scant in Brunei and the present study was an attempt to narrow this knowledge gap. At the secondary school level, previous research from elsewhere showed that regular school teachers were in general opposed to having disabled learners in their classrooms (Jones et al., 1978; Jamieson, 1984; Knoff, 1985) . The more severe or profound the learner's disability, the higher the chance such a learner was likely to be rejected by regular school teachers, non-disabled peers in an inclusive setting, and parents of non-disabled students . Among students with partial or mild disabilities who were includable in ordinary schools, regular teachers preferred most those who had learning difficulties and liked least learners with mental and behavioral disorders (William & Algozzine, 1979; Vandivier & Vandivier, 1981) . This might be partly due to the fact that students with mental and behavioral disorders pose the biggest challenge to teaching and assessment. In addition many teachers may not know how to handle learners with mental-health problems. A major concern that is often raised when a student with high support needs is included in a mainstream classroom is the fear that his or her presence and participation might detract and retard the academic progress of the non-disabled peers (Hunt & Goetz, 1997) . Moreover, regular teachers often think that the placement of disabled learners in ordinary classrooms might influence teaching effectiveness (Myles & Simpson, 1989) . These negative attitudes are gradually becoming positive with the wide availability of sensitization programs as well as preserve and in-service courses in special education. Hunt and Goetz (1997) reviewed 19 studies of inclusive educational programs, practices, and outcomes for students with severe disabilities. Their meta-analysis revealed that learners with severe disabilities were includable in ordinary schools, and that they could achieve positive academic and learning outcomes, contrary to the unfounded fears or concerns held by many stakeholders. The two researchers found that inclusion of severely disabled learners into regular schools was more effective and beneficial where and when:  " parental involvement was made an essential component of inclusion;  the school / classroom environment fostered acceptance, social interactions, and friendships;  teaching and learning were a collaborative effort involving the major stakeholders; and  appropriate curricula adaptations and accommodations were made" (Hunt & Goetz, 1997: 25-26) .
Universities in Brunei Darussalam admit into their academic programs students with different categories of disability. One student with profound visual impairment (total blindness) graduated a few years ago at P's institution. Another student with severe physical disabilities was due to graduate at the same institution P was attending. Students with disabilities rarely drop out at P's university because of the support they receive from and accommodations made to them by the University. However, the student with mental-health problems discussed in this Study broke the trend and challenged the University when she dropped out of her degree training program. The present Study seeks to answer the question: what was the difference between this mentally disturbed student and the other students with similarly severe disabilities who never dropped out? Surely there were factors that forced this unique student to discontinue her training and such self-exclusion was in itself educational wastage that needs to be probed, prevented, or addressed. Since the inclusion and later exclusion of the student in the present study involved only one person, critics and skeptics may say that they see no links or connections between the plight or fate of one student and the broader issues of teacher education and regular education in tertiary institutions. The truth is that the philosophies of the Education for All (EFA) and inclusive education movements require that problems of all learners be addressed. This includes addressing the problems of single students with rare or unique behaviors on college and university campuses.
Psychology and psychologists in Brunei Darussalam
Psychology in Brunei has not yet reached the level of Japan (see Sato, 2005) , India (Jain, 2005) , and Pakistan (Suhail, 2004) whose universities offer masters and doctoral degrees in this discipline. Psychology is also less used as a mental-health profession in Brunei than in other Asia-Pacific countries, such as Australia and New Zealand with well developed counseling and psychotherapy infrastructure and resources as part of their overall health-care facilities. However, mental-health well-being in Brunei is far ahead than in other small countries in the Pacific-Southeast Asia region, such as Vanuatu (see Forster, 2005) , Samoa, Kilibati, Tuvalu, and Nauru. Most psychological services in Brunei are dispensed in the field of education. Since 1998, the Country has had special schools called Centers that serve learners with high support-needs and an inclusive education system that integrates students with mild and moderate disabilities into mainstream schools (Ministry of Education, 1997; 1998) . Implementation of the education program for gifted and talented students started in 2008 (Ministry of Education, 2008) . In addition, the Ministry of Education also has a Special Education Unit (Wong, 2005) and a Counseling and Career Guidance Section (Yahya, 2005) . According to the policy of the Ministry of Education, all trainee-teachers (pre-service and in-service) are required to take courses in inclusive education, educational psychology as well as guidance and counseling. Upon the completion of their training, some teachers in secondary schools are appointed as guidance counselors. The Institute of Medicine at UBD also offers courses in applied psychology (clinical and counseling) to medical students. In addition, each university has a Counseling Unit used mainly by students. Furthermore, the major hospitals in the country have Psychiatric Units that attend to patients with mental-health problems. These developments suggest that the value of Psychology as a human health-care profession in Brunei is increasing, and that it might grow bigger in future. Overall, Brunei still lacks adequate counseling and psychotherapy resources in private-practice, hospitals, and industry at present. More attention, effort, and resources need to be directed to these areas of health-psychology in this country. Psychological assessment or testing is considered a dilemmatic issue in counseling and psychotherapy because there are many arguments both for and against it. According to Corey (1991) counselors who favor the use of diagnosis in therapy generally argue that it enables the practitioner to acquire enough knowledge about the client's past and current behavior to develop an appropriate plan of treatment. On the other hand critics and skeptics of psychological testing such as Yalom (2001) see diagnosis as unnecessary or harmful because of the negative labels used.
Objectives of the study
Using the mental-health problems a student had at one university in Brunei, the Study probed the three broad research questions listed below. Through these questions, the Study addressed the problems surrounding the inclusion and exclusion of students with mental-health problems in tertiary institutions of learning within a developing country context.  What was the problem?  Why did the problem persist? and  How could the problem be resolved?
Investigative method
The Case-study research method was adopted in investigating and probing the problem. The rationale and justification for using this approach was based on three reasons. First, the Study was exploratory and intended to find out the possible presenting problems of the student in the Case-study. Second, only one student was involved in the Case study. Third, the overall goal of the research was to sensitize the public (to the likelihood) that there could be many other students in Brunei institutions of higher learning with similar mental-health problems. Such students need the help of mental-health professionals to prevent them from dropping-out and contributing to wastage statistics in education.
The participant
The person discussed in this case-study is pseudo-named P throughout the text. P was a 22-year old female pre-service student-teacher at one of the three universities in Brunei Darussalam who had intense personal problems. Despite her problems, P was an above-average student in academic work. She was a polite, well-behaved, and a pleasant student to work with. During the second year of her 4-year program, P confidentially and voluntarily reported to the Researcher (who was one of her lecturers) that she felt overly-nervous whenever she was required to participate in course tutorial discussions and teaching-practice (peer-teaching and micro-teaching). Most courses at her institution required students to participate actively during the tutorials. She requested to talk about the issue with the Researcher. The Researcher immediately arranged (within the same week) a one 30-minute informal interview to privately discuss her problems in a safe office environment. P cooperated and attended the interview. During the interview, P verbally indicated that she was always afraid of talking when in a group of people including the peers. The University administration was aware of P's problems and referred P to the University's Counseling Unit for help. After a while, the Counseling Unit, in turn, referred P to the Psychiatric Unit at one of the hospitals in the country. P was not admitted in the hospital, and as an out-patient she continued attending her classes at the University. Being a sponsored student, her scholarship did not permit her to change to a study program that was less threatening to social interaction. As the severity of her problems increased, the situation became unbearable and P eventually dropped out of the program in the middle of the second year.
Data collection instrument
Prior to quitting the University, P voluntarily agreed to participate in a study along with other trainee-teachers in which the current Researcher was investigating the social desirability orientations of the student-teachers. Participants in this Study were requested to complete the entire MMPI-2 scale. In addition, the participants also agreed (as part of the informed consent) that the Researcher could use the obtained data for other psychological inquiries. On the basis of this understanding, data were obtained indirectly on P for this Study and her whole protocol was analyzed further to shed light on her presenting problems. The MMPI-2 (Hathaway & McKinley, 1989 ) is a 567-item psychometric personality-test consisting of 3 validity scales, 10 clinical scales, and several supplemental scales. The Test is normally administered individually on referred cases in clinical settings. At the time of conducting and writing this Study, there were no studies on Brunei tertiary students based on the MMPI-2. In view of this, the Test's reliability and validity with Brunei student populations were unknown. However, the Instrument is well-researched and well-established with good reliability and validity in many clinical contexts. In addition to completing the MMPI-2, P also had a 30-minute informal interview with the Researcher in which she discussed her problems. P voluntarily requested for this interview with the Researcher.
Instrument administration procedures
Before administering the Instrument, the participants were told verbally about the ethical conditions and requirements for their involvement in the Study. This discussion focused on seven ethical issues (voluntary participation, privacy, anonymity, confidentiality, protection from physical and psychological harm, debriefing, and informed consent). In addition, the participants also agreed (as part of verbal informed consent) that the Researcher could use the obtained data for other psychological inquiries. On the basis of this understanding, data were obtained indirectly on P for the present Study. The meanings of difficult words (sentences or phrases) involving six items (Items 17, 65, 116, 388, 426, and 444) were verbally explained to the participants before the Instrument was administered. However, the Instrument is written in basic English and Brunei University students completed it without any major problems. In view of this, it was deemed not necessary (by the Researcher) to translate the Instrument into Bahasa Melayu (Brunei's natural and official language). Furthermore, students at UBD take courses in English language and have participated in numerous research-studies that required them to complete self-report scales or questionnaires in English. Although the Instrument may be completed in about 30 minutes by people who speak English as a native or first language, the Brunei student sample took more than one hour to have it done. A few students needed an hour and half to complete it. As usual and as expected, some questions were not answered by a small number of participants, and this resulted in few protocols not being usable due to many missing values. Fortunately, P responded appropriately to all the items in the scale. The data-collection procedure complied with the ethical requirements of the University and the Government of Brunei on the use human participants in research. The Study also met the requirements of the Helsinki Declaration on the use of human subjects in research.
Data analysis
P answered all the items appropriately on the MMPI-2. A battery of validity and clinical scales plus selected supplemental scales were scored (according to instructions in the technical manual) on P's protocol. Both raw and standardized T scores (with K-correction where necessary) were obtained. Data from the interview was analyzed qualitatively using content-analysis and constant-comparison procedures (Lincoln & Guba, 1985; Patton, 1990) .
Results
The findings of the Study are presented below under four separate sections / subheadings (informal interview; validity scales; clinical scales; and supplemental scales). These findings address the first research question: what was the problem? It turned out that P had numerous severe and multifaceted problems. It should be noted at the outset that the obtained data were interpreted cautiously due to the limitations of the Study (collecting data using only one interview and one inventory) noted below. A complex case like P, needed to be comprehensively evaluated using a variety of procedures in order to get a clearer and better picture of her problems. However, prior to this small-scale assessment, the Researcher had practically no idea about the sort of problems P had and how they could be tackled.
Findings from the informal interview
Throughout the interview, the Researcher observed that P was calm and remained in a stable mental-state. This might be due to the fact P used to come to the Researcher's office occasionally to get course hand-outs. The interview environment was therefore familiar and friendly and may have had good ecological validity. During the interview, P made several references to her father, who she claimed was too domineering and whose personality she described as narcissist. P further alleged that she was over-protected by her father who never allowed her to socialize with peers. She accused her father of being unfair to her by allowing her brothers freedom to interact with peers. From what transpired in the interview probes and the father's assumed gender-bias, it seemed that P did not have a cordial relationship with her father. Because P's parents were not living in Brunei at the time of collecting the data, a joint-interview with the parents could not be conducted to obtain further information on this case. One initial interview was therefore not enough to have a prolonged engagement with P and observe her adequately. Rather than deal with P's complex problems, the University found it easier to let her drop out.
Findings from the validity scales
It can be noted from Table 1 that P's standard scores on the L and K validity scales were within the normal range. However, her score on the F scale was elevated far above the average (T = 50) and this raises concerns about interpreting her profile correctly. A high score on F may be interpreted in many ways. People who score high on the F scale tend to endorse 'true' and 'false' responses, generally marked by less than 5% normal adults ( hence the name infrequency scale). This might be due to random-marking of responses which may invalidate the profile. Alternatively, a high F-score may be an indication of a high degree of mental-confusion or psychopathology in the respondent. The test-administrator has to observe the client carefully. An inflated F score might also mean that the respondent made a deliberate attempt to fake bad, magnify, or exaggerate psychological symptoms. Of these three competing interpretations, a high F score in this Study probably provided hints for greater psychiatric disturbance in the student. This is because of the high trust P had in the Researcher and the good professional / helping relationship that existed between P and the Researcher.
<Insert Table 1 Here>
Findings from the clinical scales
On the clinical scales, Table 1 shows that 8 of P's 10 scores fell in the clinical range (T > 65). P obtained a personality profile code of 64/23 on the basic (clinical) scales. Her first and second highest scores were on scales 6 and 4 respectively. The third and fourth highest scores were obtained on scales 2 and 3 respectively. P's profile-pattern provided several clues regarding her presenting problems. The profile suggested that she had severe mental-health problems in the areas assessed by scales 6, 4, 2, and 3. Her psychological problems in areas measured by scales 8, 1, and 10 appear to have been moderate. In addition, P also had two other mild psychological problems, illustrated by above-average scores on scales 7 and 9.
<Insert Table 2 Here>
Findings from the supplemental scales
P's T scores were also in the clinical range on 8 of the 10 supplemental scales presented below in Table 2 . Evidence from this table indicates that P had severe family problems and familial discord. This was supported earlier by her revelation above during the informal interview. It can also be observed from Table 2 that P was highly anxious and scored high on related attributes such as social avoidance, social discomfort, alienation, and self-esteem. In Table 1 she scored high (T = 70) on the social introversion scale. These additional scales provide ample hints as to why P was possibly nervous to speak to her peers in formal learning settings at the University. Not surprisingly, P scored high on the post-traumatic stress disorder scale (PK). This was probably due to the fact that she was besieged by too many different severe problems that eventually forced her to leave the Program. The combined effect of all the many and diverse presenting problems might have been catastrophic and traumatic.
Discussion
This section of the Study addresses the second and third research questions of the investigation, namely: why did the problem persist? and how could the problem be resolved? The implications of the findings of the Study to the local Brunei and international community on the well-being of students with mental-health problems in high institutions of learning, are described in the relevant sections below. Educators, mental-health practitioners, and parents in other developing-nations may be interested to know that cases of university students like P also exist in other developing-countries. Finding durable and meaningful solutions to complex problems of this nature often requires international cooperation.
Why did the problem persist?
There are probably many reasons and theories to explain why P's problems recurred. Only four of these plausible contributing factors are discussed here. First, the results of the study presented above indicated that P had numerous and different psychological problems. The process of identifying all these problems properly using a variety of suitable methods required considerable time and effort. Second, most of P's problems were severe. In view of this, it may be assumed that effective treatment of the problems needed both a long-term intervention plan and a number of mental-health specialists experienced in treating various concerns. Long treatments offered by teams often have many complications. Third, although P was (as explained above) referred to a Counseling Unit (CU) at her University, the effect of the CU on P's problems is unknown because of the privacy and confidentiality laws and other ethical considerations. Whatever happened at this stage, P's problems appear not to have been resolved satisfactorily by the CU. This observation seems to be supported by the fact that the CU, in turn, also ended up referring P to a Psychiatric Unit (PU) at one of the hospitals. Again, the type and effect of the intervention and interaction between P and the PU cannot be known because of the information protection laws. Fourth, despite visiting the PU as an outpatient, P's problems at that time were on the increase rather than decreasing, and eventually she left the University. Her exit gave rise to speculation that the intervention she received from the PU might not have been adequate.
How could the problem be resolved?
From the Researcher's understanding of the case under study, it seems there were three actions that needed to be undertaken to help resolve P's problems. To identify and confirm her major concerns, P needed to be comprehensively assessed in a variety of ways including obtaining her personal history, family background, and medical records as well as using diagnostic observations, clinical interviews, objective tests, and a mental status examination in ecologically ideal environments. The Diagnostic and Statistical Manual, DSM-IV (APA, 2000) and the International Classification of Diseases, ICD-10 (WHO, 2007) may have been used to help classify P's problems. Some of P's scores on the MMPI-2 clinical scales, such as paranoia, psychopathy, hysteria, schizophrenia, hypochondrias, psychasthenia, and hypomania, needed further psychiatric evaluations. The basic descriptions for the high and low scorers on the MMPI-2 scales would be familiar to most readers from the literature (Jenkins et al., 1990) and the technical manual (Hathaway & McKinley, 1989) . These assessments might have assisted in developing and guiding informed therapeutic decisions and choices. The next stage would have involved the construction of a long-term treatment plan based largely on the assessment outcomes. Such a plan needed to carefully take into account the nature and extent of P's multifaceted problems. Some examples of the issues that needed to be included in the intervention regime are presented in Table 3 . Once a realistic intervention plan was in place, the final logical action would have required its implementation.
<Insert Table 3 Here> With so many different problems, treating P would have been a daunting and challenging task. No single mental health professional could treat all of P's problems. Similarly, no single therapy could address all of P's concerns. As suggested in Table 3 , P's problems needed to be grouped into categories of related difficulties. The integrated treatment could then be conducted in phases (each stage targeting one cluster of inter-related behaviors). For instance, the first phase might have addressed the family-based problems using the professionals and techniques outlined in Table 3 . One of the most useful techniques in family counseling is rational emotive therapy, RET (Jones, 1969; Ellis, 1973) . This strategy examines peoples' dysfunctional thoughts, feelings and beliefs (TFBs) that are irrational and unrealistic in a given context, such as the family, school, or work place. Phase two may have dealt with issues of depression, anxiety and stress that mainly resulted from P's interactions with people in the home and school environments. These problems may be relieved by the use of relaxation as a coping-strategy. They also seem to respond well to cognitive-behavioral therapies, CBT (Beck, 1967) that look into people's faulty thinking such as having cognitive distortions and dissonance; absolutistic or perfectionist thinking; and automatic thoughts. The social phobias that appear to have occurred mostly in the school and work contexts might have been the focus of the third phase of the intervention plan. Literature suggests that systematic desensitization (SD) and social skills training (SST) may be effective in treating most social phobias (Fogiel, 1989; Leary, 1981) . The psychiatric conditions such as schizophrenia and hypomania could have been addressed in a hospital setting by psychotherapy or drug therapy (DT) or a combination of these two depending on the nature and severity of the problem (see Jenkins et al., 1990) . Based on the outcomes from diagnostic observations, clinical interviews, and psychometric tests, additional groups of related problems could be included in the treatment plan. In this way, P was going to have many referrals (an experience that would be potentially confusing and frustrating if not planned and executed well). The whole treatment plan would have required a lot of cooperation from all those involved in its implementation. Furthermore, all of P's session therapeutic strategies, phase terminations, phase referrals, and phase follow-ups to prevent any relapse, needed long and careful consideration during planning. Her progress also required constant monitoring and evaluation.
On the basis of the present limited available information, it appears that P needed a long-term intervention rather than brief therapy.
Implications of findings on students' welfare
The case of P brings to the forefront the need to attend to the problems of tertiary students with mental-health problems. At the moment, the needs of such students appear to be accorded a low status and priority compared to the needs of students with traditional disabilities. At primary and secondary school levels, literature on special education indicates that students with mental retardation or mental health problems are thought by regular teachers to be the most difficult to teach and the least preferred (William & Algozzine, 1979; Vandivier & Vandivier, 1981) . In general, most students may not know that they have or are living with a mental-health problem that needs to be addressed. To bring awareness to such issues, sensitization-workshops could be conducted by psychologists and counselors within each University for students. Students who suspect that they might have a psychological or psychiatric problem should be encouraged by the University to undergo voluntary comprehensive assessment by specialists in mental-health. Sometimes, lay-observations by lecturers, parents, and peers may initially be helpful in identifying students at-risk of developing psychological / psychiatric problems. In some cases, mental-health professionals would have an ethical and legal obligation to warn if the behavior of the person concerned is harmful or injurious to the self and others. In the case of P, her situation was dilemmatic in that her behavior was not dangerous to other people, and yet it was destructive enough to the self to the extent it hindered and prevented her from continuing with her studies (self-actualizing). P's problem appeared to have posed a choice-dilemma to the University: to help her or to let her go. Eventually, P left the University. Morally and ethically, it would have been in the best interests of P if the University had, in consultation with the parents, continued looking for alternative ways to help her. The University is supposed to assist and support students in all possible ways to promote good mental-health. For instance, P needed to be encouraged to seek further professional help within and outside Brunei, if necessary. Such advice was not going to be an infringement of P's rights to decision-and-choice making but rather seen to be in her best interests (as ignoring her difficulties would be a form of negligence and uncaring attitude). Once the condition is confirmed, the concerned student(s) should be encouraged by parents and University authorities to consider going into voluntary counseling or psychotherapy to address the problem. If the problem is severe, then the student(s) should be given enough information about the possible advantages of seeing a psychiatrist to benefit from both psychotherapy and drug therapy. P's main and immediate problem as a student-teacher was anxiety which disabled her from performing peer-teaching, micro-teaching and teaching-practice (all essential aspects of teacher-training). Anxiety could be treated as indicated in the suggested intervention schedule, presented in Table 3 above. However, for the intervention to be successful the University needed to have well-trained and experienced mental-health practitioners (counselors and psychotherapists). These ideas could be incorporated into the University-wide drop-out prevention policy. In terms of the current data-protection laws, information on P accumulated by the University and the Hospital could technically only be released to a third party under three circumstances: (1) when the client or patient is referred to another mental-health specialist or facility; (2) when subpoenaed by a court of law; and (3) when the client is dangerous to the self and others and the duty to warn becomes apparent. The present study proposes that custodians of the data on P should also (in strict confidence) make available the information to counselors and psychotherapists for research purposes to further help unlock P's problems and the possible solutions. Research-based solutions would help the educational institutions to deal more effectively with cases of this nature in future. Unless something is done along these suggestions, students with mental-health problems may continue to drop out of the schools thereby contributing to wastage statistics in Brunei tertiary education system. The wastage problem might grow bigger with the increase in population and student numbers. Brunei Darussalam cannot afford to do away with such essential human resources. Early identification of problems and early intervention are the key to prevention of major psychological and psychiatric conditions. In their study, Yates et al. (2008) recommended that pastoral care mechanisms in higher education institutions need to be enhanced to identify and support potentially vulnerable students.
Overall implications from the findings
The findings from this Study demonstrated the need for parents, institutions of higher-learning, and mental-health specialists to work collaboratively in assisting students with mental-health problems, such as P.
The results also illustrated the lack of adequate counseling and psychotherapy resources at the University and possibly other tertiary institutions of learning in Brunei for students with mental-health problems. The required programs and resources may include sensitization programs, voluntary assessment or screening, self-referral, and appropriate therapists. The students' mental-health problems need to be addressed to prevent wastage. The fact that students with high support-needs in other disability areas have not dropped out from P's University, suggests that learners with mental-health problems might be accorded a low status or priority, and that they may not be receiving adequate attention and support accorded to their counterparts. In addition, the extent to which factors such as gender, inter-personal relationships, and culture contributed to the exclusion of P from training also needs to be carefully examined. For example, findings from the informal interview indicated that P's home environment was more favorable to male, than female, children in the family.
Conclusion
The Study discussed the mental-health problems student P had while at the University. Although the Study used one case for illustrative purposes, it was argued that there might be many other tertiary students with such problems in Brunei and elsewhere. The best way these students could be identified, is through voluntary psychological assessment and self-referral for counseling and psychotherapy. The plight of students with mental-health problems was high-lighted. Overall, the findings (of the Study) have important educational implications to the local and international community regarding the inclusion and exclusion of students with mental-health problems in tertiary institutions of learning. Further research (both qualitative and quantitative) on students with mental-health problems is needed in Brunei, to gain more understanding of the problem. The present Study is a contribution to the generation of such information.
Limitations of the Study
This Study was informed by a few limitations. Quantitative evidence for the reliability and validity of the MMPI-2 subscales used in data-collection was not obtained prior to conducting the Study. In practice however, the MMPI-2 is normally administered to individual clients in counseling or psychotherapy settings. In the present Study, the criterion-related validity was particularly needed to demonstrate the MMPI-2's theoretical relationship with similar scales such as the Symptoms Checklist, SCL-90-R (Derogatis, 1977) in the Brunei context. As a case-study, the results of the research did not show cause-and-effect relationships of the variables investigated. In addition, the findings had low external validity and could not be generalized to other students at UBD. Furthermore, the concerned student was not interviewed after administering a psychological instrument/test. A post-administration briefing meeting with the student was needed to provide feed-back information to the Participant and probe her performance on the instrument/test. Qualitative information would have helped reveal the extent to which the Student's responses in the interview matched, differed from, or added to the data gathered by the MMPI-2 survey instrument. In this way, the second qualitative component would have enhanced the findings of the Study. These and other limitations did not, however, adversely affect the results of the Study.
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